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Abstract
We present ultrasound and computed tomography (CT) findings of an amputated ovarian torsion cyst in an 11-months-old female infant.
The cyst contained fluid-debris level, multiple septa and punctate calcifications. Laparotomy revealed a free-floating amputated cystic mass
originating from the right adnexa. Although, foci of dystrophic calcifications secondary to hemorrhage have been well demonstrated by US in
ovarian torsion cysts, this is the first case of amputated ovarian torsion cyst with punctate calcifications demonstrated by CT.
q 2004 Elsevier Ltd. All rights reserved.
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1. Introduction
Complex neonatal cystic masses with fluid-debris level,
multiple septa, internal echoes, and solid component in
ultrasound (US) examination are fairly specific for ovarian
torsion in female newborns [1,2]. Foci of dystrophic
calcifications secondary to hemorrhage have been a well-
known histopathological finding of ovarian torsion [3,4].
We present here US and computed tomography (CT)
findings of amputated ovarian torsion cyst in an
11-months-old female infant.
2. Case report
A pelvic cystic mass with a diameter of 5 cm was
observed in a 35-week-gestation female fetus through
antenatal US examination in another center. The baby was
born by elective cesarian-section in the 37-week of
gestation. Postnatal US examination confirmed the diag-
nosis of the pelvic cystic mass. Serial US examinations
showed that there was no change of character of the cyst.
At 11 months of age, the baby was admitted to our clinic
for further evaluation. US examination revealed a
5 £ 4 £ 2.5 cm complex cystic mass in the right lower
abdomen. The mass contained fluid-debris level, multiple
septa, and punctate calcifications (Fig. 1). The uterus was in
infantile appearance and both ovaries were not identified.
Abdominal CT examination confirmed that the cystic mass
was located in the midline just superior to the bladder.
Punctate calcifications were seen in the cyst (Fig. 2).
Differential diagnosis included ovarian torsion cyst and
ovarian teratoma.
A laparotomy revealed a soft, grayish, and free-floating
cystic mass. The right ovary was absent with a blind-ending
right fallopian tube. The left ovary and fallopian tube were
normal. Histological examination demonstrated advanced
necrosis with dystrophic calcifications and there were some
primordial follicles at the edge of the mass. The pathologi-
cal diagnosis was consistent with necrotic ovarian torsion.
3. Discussion
Because of the decrease in maternal hormonal stimu-
lation that occurs after birth, ovarian cysts, especially of
small size, can spontaneously involute within the first few
months of life and conservative management is preferred
[2]. However, it is recommended that large simple neonatal
ovarian cysts (4 cm or more) should be surgically removed
since they are prone to torsion [2]. It is also recommended
that complex ovarian cysts, regardless of size, should be
surgically removed, since they represent torsion, neoplasm,
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or some other possible complications [5]. Nussbaum’s
classification of sonographic patterns of ovarian masses
helps to differentiate simple from complex ovarian cysts [1].
On the basis of the sonographic and pathologic analysis,
it was able to classify each cyst into one of the following
five sonographic patterns that correlated with the presence or
absence of cyst torsion or hemorrhage: (a) cystic, (b) cystic
with a fluid-debris level, (c) cystic with a retracting clot,
(d) septated with or without internal echoes, and (e) solid.
The presence of fluid-debris level, retracting clot, septa, or
solid components suggests torsion or hemorrhage in the cyst
but may also represent neoplasm [1,2].
Torsion of the ovary may occur at any age. In most
patients, the torsion represents with acute abdominal
symptoms requiring surgery. However, particularly in
some infants, the torsion is clinically silent and goes
unrecognized. Necrosis and amputation of the ovary may
occur and the amputated ovary undergoes resorption
completely in some cases, however, more commonly,
the amputated ovary containing calcifications locates freely
in the peritoneal cavity [3,6].
Since, the patient had no evidence of clinical history of
torsion in the postnatal life, we thought that the torsion
had occurred in the antenatal period. In summary, to the best
of our knowledge, this is the first case of auto amputated
ovarian torsion cyst with punctate calcifications demon-
strated by CT.
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Fig. 1. US examination demonstrates fluid-debris level and punctate calcifications (arrow).
Fig. 2. CT scan reveals the cystic mass located in midline. Note punctate calcifications.
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